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T HE following case is interesting and worthy of record as 
an exceptional form of dislocation, and it may properly be 
made a text for a few remarks upon the varying mode of 
production and the classification of a group of dislocations which 
are often described under one rubric because of the common 
possession of certain clinical features, although they present dis¬ 
tinct pathological differences. 

Michael M-, forty years old, was brought by the ambulance to 

the Chambers St. Hospital from Pier i, North River, March ioth, 
1892, at 1 t*. m. He had been found by the Ambulance Surgeon seated 
on the edge of a chair with his right thigh somewhat abducted and 
flexed and in marked outward rotation. While engaged in unloading 
some heavy cases from a truck a case weighing 800 pounds bad slipped 
down upon him and forced him backward against another box and 
then sideways to the ground. On admission his temperature was 
normal, surface cool, no complaint of pain except when the right thigh 
was moved. 

When I saw him, three hours later, he was lying on his back with 
the right thigh extended, slightly abducted, and so far everted that 
the foot rested along the entire length of its outer border on the 
bed. The upper anterior portion of the thigh close below the groin 
was rounded and swollen, and showed two incomplete transverse rents 
in the skin about two inches long and about two inches below the 
anterior superior spine of the ilium, which evidently had been caused 
by over-stretching of the skin. The outward rotation gave the thigh 
a very peculiar appearance; the bulk of the quadriceps extensor formed 
a longitudinal mass on the outer side between the anterior (inner) 
aspect and a deep longitudinal depression extending from the troch¬ 
anter to the side of the knee, livery attempt to move the limb caused 
pain and sharp contraction of the muscles. 
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Ether was administered. The limb could then lie easily placed 
alongside of and parallel with the other; the shortening was two 
centimetres. The head of the femur lay directly beneath the skin and 
could be distinctly outlined. It lay just external to a line drawn down¬ 
ward from tile anterior superior spinous process, and its upper border 
was about one inch below that prominence. Internal rotation was 
impossible; moderate flexion was easy. 

Reduction was easily effected by flexing the hip about twenty 
degrees, and then making moderate traction along its axis with one 
hand at the knee, and direct pressure downward and backward upon 
the head of the femur with the other, lly fully extending the thigh and 
making slight pressure forward at the upper part of its posterior aspect 
the dislocation was easily reproduced, and was then again reduced as 
before. 

Through what was apparently an extensive gap in the soft parts 
beneath the skin at the point occupied by the head of the femur before 
reduction I could distinctly feel the surface of the ilium and, a little 
in front, the anterior inferior spinous process. 

A long side splint was applied, and the patient placed in bed. 

Convalescence was uneventful, and the patient was discharged, 
April 15th, 36 days after the accident. May 24th, he called on me; 
he walked without a cane, and complained only of a slight feeling of 
weakness in the limb. Hyper-extension of the hip caused no pain; 
active flexion of the hip was restricted about one-half. 

Dislocations in which the head of the femur lies .directly 
above the acetabulum arc rare, and the recorded cases arc very 
few. They are commonly grouped under the name of Upward, 
or Supra-cotyloid, dislocations, in distinction from the other 
groups of backward, forward, and downward dislocations, but, 
unlike those other groups, the choice of the name is based upon 
the position in which the head of the lemur comes to rest rather 
than upon the direction in which it left its socket; and the 
assumption so commonly found in the reports of the cases or in 
the description of the group that the primary displacement was 
directly upward lacks the positive clinical and experimental basis 
upon which our conceptions of the other forms are built. Con¬ 
cerning a considerable number of cases that have from time to 
time been placed in this group this assumption has been clearly 
shown to be erroneous. For example, in the everted dorsal dis¬ 
location the head of the femur lies above the acetabulum and 
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the attitude of the limb is that of upward dislocations;—extension, 
eversion, and more or less abduction; and in some of the supra¬ 
pubic dislocations, the ilio-pcctincal, the head lies above the 
socket, and the limb has a similar attitude. These two possess 
the prominent clinical features of upward dislocations, but they 
are radically different from one another in their essential lesions, 
their mode of production, and their appropriate treatment; so far 
as these points arc concerned,—and they arc the important ones, 
—each belongs wholly in its own class and should be clearly kept 
there, in the interest of the patients and of accuracy in classifica¬ 
tion and description. 

Excluding these, there remain very few recorded cases in 
the class of Upward dislocations, and even these differ so widely 
from one another in some features that the question of their 
essential identity cannot escape notice. Of some of them the 
case herein reported may serve as as a type: the dislocation is 
produced by the action of great violence, the disability is com¬ 
plete, the limb is fully extended and everted, the head of the 
femur is distinctly recognizable above and external to the inferior 
spinous process, reduction is easily effected by traction and direct 
pressure. In others there is the same eversion, extension, and 
disability, and the head is distinctly (though less superficially) 
recognizable on the inner side of the anterior inferior spinous 
process. In a third group there is abduction, eversion, and 
some flexion; the patient is able to walk, and the head of the 
femur cannot be felt. There arc only two or three recorded 
cases of this third group, and the histories are such that the 
probability of error in the interpretation and diagnosis seems to 
me so great that I think it would be well to discard them and to 
await the report of new cases observed with especial attention to 
this doubt. 

Those of the second group, in which the head lies close 
below and on the inner side of the inferior spinous process, arc, 
in my opinion, cases of extreme secondary displacement outward 
of primary supra-pubic dislocations. At least I have been 
unable, in a considerable number of attempts, to produce this 
form upon the cadaver in any way except by forcing the head 
out through the upper inner segment of the capsule and then 
moving it outward by external rotation and adduction. 
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This would leave only the first group, those in which the 
head is distinctly recognizable on a level between the two spinous 
processes and external to both, to demonstrate the existence of 
a class of upward dislocations. Clinical observation and experi¬ 
ment show that the upper portion of the capsule, including the 
base of the Y-ligament, is torn, so that, as in the case herein 
reported, the head of the femur can be slipped in and out of its 
socket across its upper margin with great ease. It only remains 
to determine whether the dislocation primarily occurs at that 
point, or whether the rupture of the Y-ligament is effected 
secondarily after the head has left the socket in front of or behind 
the ligament. 

In the first of a scries of experiments recently made to 
reproduce this dislocation of the cadaver I forced the head 
through the upper inner portion of the capsule by extension and 
outward rotation, and then by prolonging the rotation easily 
detached the Y-ligament from the ilium and brought the head 
of the femur to the desired point. l r or a moment the solution 
of the problem appeared to have been obtained; but in none of 
a half dozen repetitions could this detachment be again effected; 

I could get only an example of the 2d group, the head remained 
on the inner side of the inferior spinous process, 1 

No attempt primarily to rupture the Y-ligament was success¬ 
ful ; the only manipulation that held out any hope of doing so 
was forced extension of the hip, and this was made again and 
again until the anterior muscles and even the femoral artery were 
ruptured, but the ligament withstood the strain. When one 
divides it with the knife and notes its thickness and strength, it 
seems probable that it would stand a strain better than the 
femur, that the bone would break before its thick trunk would 
yield ; and I can hardly believe that it could be directly torn by 
leverage exerted through the femur. Its rupture or its detach¬ 
ment would seem to be possible only by the action of some great 
force against the back of the upper portion of the partly flexed 
thigh, a force that would press the head of the femur directly 
against the posterior surface of the ligament and detach it 

l TI»e first, successful, attempt was made upon a wet preparation of the bones and 
ligaments that had been kept for some days in a preservative solution; the others 
were made on fresh or half*dissectcd cadavers. 
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successively from below upward instead of all at once. Not being 
able to develop sufficient force in the dissecting room, I could 
not put this theory to the test of experiment, except so far as to 
determine the attitude of the limb after dividing the ligament at 
its base and passing the head out through the rent. When the 
rent was simply large enough to permit the passage of the head, 
the limb could not be made to take the attitude observed clinic¬ 
ally, for outward rotation was prevented by the untorn anterior 
(inner) portion of the capsule; it was necessary in addition to 
divide that portion before the clinical form could be exactly 
reproduced. 

Experimentally, then, the reproduction of the dislocation 
cither as a primary upward or as a primary ilio-pcctineal with 
extreme secondary outward displacement is extremely difficult, 
so much so as fully to account for the rarity of the clinical 
occurrence, and so equally difficult as still to leave the mode of 
production in doubt. 

In conclusion, it may be asserted that there is neither 
clinical nor experimental proof that the head of the femur has 
ever been traumatically dislocated across the upper margin of the 
acetabulum at the point corresponding to the base of the Y-liga- 
ment, and that there arc very few cases, less than half a dozen, 
in which it seems probable that it did so leave the socket. Such 
cases alone should be classed as Upward dislocations, and that 
only so long as it is not shown that the position has probably 
been reached by secondary displacement after a primary anterior 
dislocation. 

Those cases in which the head lies above the socket but to 
the inner side of the anterior inferior spine (in part the sub¬ 
spinous of ISigclow belong by virtue of the primary displace¬ 
ment to the supra-pubic and should be grouped with them. 



